In this case report we describe a patient with an early oat cell carcinoma and inappropriate antidiuretic hormone (ADH) secretion, whose symptoms were cured by resecting the tumour. The follow-up period is four and a half years. Another unusual feature, the presence of thrombocytopaenia, was greatly improved by the lung resection.
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Case report
Mrs MS, aged 62 years, was first admitted to hospital on 12 May 1975. Her complaints were tiredness and a dry cough for four months, intermittent constipation and looseness of bowels for two months, and hypertension for six years. This had been treated with methyl-dopa, but the drug had been stopped three months previously because she had developed thrombocytopaenia, and instead, she was given propranolol and hydrochlorothiazide. She had had a right radical mastectomy for infiltrating duct carcinoma of the scirrhous type five years earlier.
Physical examination showed a blood pressure of 210/110, the right breast was missing, and sigmoidoscopy was negative. Other investigation results were: haemoglobin 13*8 g/dl, white blood count 6 6 x 109/l with normal differential, ESR 34, platelet count 56 x 109/l, (48 three months earlier). Prothrombin time 100%, partial thromboplastin time 33 s, sternal marrow normal, serum electrolytes: sodium 111 mmol/1, potassium 4-3 mmol/1, calcium and phosphorus normal, serum protein, alkaline phosphatase, and LDH normal, T4 and T3 and serum cortisol normal.
A chest radiograph showed a pleural reaction and thickening along the left major fissure, and this had been present a year earlier. Gastrointestinal and skull radiographs and pyelography were normal as was urinalysis. A bone scan showed a slight increase in uptake in the right fronto-parietal region, and the spine in particular was normal.
It was postulated that the thrombocytopaenia might be secondary to medication. Another possibility was that the bone might be involved by metastatic breast cancer, but the platelets were the only blood constituent affected. It was felt possible that inappropriate ADH secretion was caused by a lung tumour, although the chest radiograph was normal. The patient had been a heavy smoker from the age of 15 years and had an irritating cough for the previous four months. She was discharged and arrangements were made for admission to another hospital to investigate the possibility of a lung tumour.
The next admission was from 24 June to 11 July 1975. In the course of a month, the chest radiograph had changed and now showed atelectasis of the left upper lobe and a mass at the left upper lobe hilum. ., to be caused by metastases from the breast cancer and not from the lung cancer. This was borne out in the further progress of the patient. -%<^+>*<e>vvt@ffi4t,7a2<2Sb mediastinum starting six weeks after the operation.
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